Of these patients, 122 were available for follow-up examinations, on average 5.9 years (range 2.2-12.3 years) after the original injury. The operative procedure was carried out as described by Kirchmayr in 19176 utilizing non-resorbable suture material in all instances. This group consisted of 15 women and 107 men with an average age of 41.1 years (range 22.0-74.0 years).
Ruptures of the Achilles tendon have been described since antiquity and have in the past been associated with near certain death. This belief is mirrored in Greek mythology: Achilles died after suffering an injury of the calcaneal tendon through an arrow released by the goddess Apollo.
The discussion regarding the proper treatment of this injury goes back as far as the first scientific descriptions. In central Europe, the surgical treatment of an Achilles tendon rupture was first described in the 19th century, although the conservative methods were preferred at the time'. In the 20th century, operative treatment has become the standard therapy for such ruptures. In later years, Arndt2
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defined the indication for surgical intervention as follows: 'Generally, it should be carried out by every substantiated suspicion of an Achilles tendon rupture -partial or complete'.
Since the publication of data regarding the nonoperative-functional treatment of this injury by Thermann and Zwipp3-5, a renewed debate over the proper form of treatment has erupted. This controversy has moved us to critically analyse our results of surgically treated Achilles tendon ruptures. Postoperatively, the affected extremity was immobilized for 2 weeks in an long-leg cast in 300 of plantar flexion in the ankle, which was then reduced to 150 for the second two week period. For the final 2 weeks of a 6 week immobilization period a short-leg walking cast in neutral position was applied. For the following 3 months a heel elevation of 1.5 cm was prescribed. A programme of physical therapy was only necessary in isolated instances.
Materials and methods
Of the 122 patients available for follow-up examinations, 50 also completed a questionnaire concerning the subjective results. An ultrasound examination using the Siemens Sonolinee model with a 5.0 Mhz linear transducer was carried out on 71 patients (9 women, 62 men; average age 44 years). The examination was performed with the ankle in a neutral position. The classification of the internal structure of the Achilles tendon was carried out using a modification of the Thermann model3 and the 
Results
Medical history A review of the available medical histories revealed that of the 365 primary Achilles tendon ruptures, 271 cases were classified as sports-related injuries, one as a motor vehicle accident and in 93 instances other causes were described.
The analysis of the intraoperative findings revealed 315 complete ruptures, 22 partial ruptures and four cases in which the tendon tore at the transition into the muscle. In three cases an avulsion fracture at the calcaneal insertion was reported. In a total of 21 operative reports, the rupture was not described in any further detail. The localization of the rupture was clearly defined in 303 reports. On average the rupture site was 4.78cm (measured intraoperatively) proximal to the tendon's insertion into the calcaneus ( Figure   1 ).
A review of the 365 medical histories revealed 55 complications, equivalent to a complication rate of 15.1% ( Table 2 ). The rate of repeat ruptures was 
Ultrasound results
The ultrasound examination showed no loss of continuity in any of the Achilles tendons. The internal patterns of the surgically treated tendons seen in ultrasonography were inhomogeneous when compared to the opposite side (Figure 2) .
The measurement of the sagital circumferences of the tendo calcaneus revealed in the group of 71 patients examined, seven cases of a thinning out of the operated tendon compared to the healthy side, while in 64 instances a thickening of, on average, 0.38cm was discovered (Figure 3 ). In 63 patients, the dorsal paratenon also showed a thickening on the operated side when compared to the contralateral side of, on average, 0.1 cm (range -0.1-0.3 cm).
Discussion
A review of the literature concerning medical histories combined with the follow-up examinations once again showed that the rupture of the Achilles tendon is often sports-related3~'7-0.
A partial tear of the tendon, an entity whose existence has frequently been denied11, had an occurrence rate of 6.1% in our patient group. These results are comparable to those published in other studies7'8 and prove the existence of partial Achilles tendon tears.
The location of the tendon rupture found in this study is com arable to that reported by other authors3'5'7'8 1, who all described a rupture level between 3-5 cm proximal of the distal insertion. The hypothesis that this may be due to the poorer circulation at this level can, in light of newer studieslZ 13, no longer be upheld '4. In this study, the reported complication rate of 15.1% seems relatively high, although the repeat rupture rate of 2.5%, the rate of infection of 3.6%, as well as the rate of secondary wound healing of 2.5% are comparable to those described in other studies5 7.
The high infection rate seen in the atypical, high, proximal tendon ruptures, as previously described by Zwipp5, is possibly related to the higher intraoperative trauma combined with the larger tissue area affected by the injury.
The increased rate of reruptures seen in tears of the more distal tendon, which is associated with a short distal base, seems to be related to the difficulties in suturing technique. In such cases, a primary augmentation with the help of the plantaris tendon or a transosseous refixation seems advisable.
The large number of dysaesthesias found in the The summation of the clinical, ultrasound and isokinetic examinations permits the conclusion that the primary reconstruction of the torn tendo calcaneus without augmentation, as is standard treatment in our hospital, does not lead to a restitutio ad integrum of the tendon. In addition to the obvious muscle atrophy of 1.4cm on the operated side, changes in the internal structure of the tendon, as seen in ultrasonography, have been documented. A reduction in static, as well as dynamic, strength in plantarflexion of 9.1%, 16.7% respectively, compared to the healthy contralateral side was also measured.
The ultrasound examination of our patients did not show the internal structure changes described by Thermann3 but rather showed an inhomogeneous distribution of a whole spectrum of sonographic changes (Figures 4 and 5 
